Cardiovascular complication rates among matched groups of black and white diabetics in England were compared with those among black diabetics in Kingston, Jamaica. Raised or uncontrolled blood pressure (> 160/95 mmHg) was common in all groups but diastolic hypertension was more severe in black patients. Despite this, clinical evidence of myocardial ischaemia was significantly more common in whites when compared with blacks in both centres but no such differences were found in peripheral vascular disease. Cataracts were much more frequent, and background retinopathy was slightly although not significantly commoner, in black patients. Complication rates were not correlated with cigarette smoking which was greatest in black men in Birmingham.
Introduction
Comparative population studies have provided clues to the aetiology of diabetes (West, 1978) and its complications (WHO Multinational Study, 1979 ), but it is frequently impossible to disentangle environmental from genetic differences. Migrant populations provide an ideal opportunity to assess the role of the former, with genetic background held constant. The authors recently reported a marked deficit in rates of coronary heart disease among West Indians now living in Birmingham compared with either Asian or white residents (Cruickshank et al., 1980) . In this paper is reported part of a study comparing black* West Indian and white diabetics in Birmingham with patients in Jamaica which was undertaken to examine whether ethnic differences in vascular complication rates exist in a group already at increased risk of atheromatous disease. higher diastolic pressures (Fig. 1) . Hypertension, defined by the WHO criteria as greater or equal to 160/95 mmHg or below that level whilst on treatment, was found in 74 % of WI(B) women of whom one third had uncontrolled pressures (Fig. 2) . (Fig. 3) were not significantly different between Birmingham goups and were highest in Jamaicans whose duration of diabetes was longest.
Methods

All black
Discussion
Comparative studies in diabetic clinics are always limited by the vagaries of clinic selection and attendance, and interpretation of results has to be cautious. However, the authors have previously found equal, although substantial rates of loss to follow-up of blacks and whites attending the Diabetic Clinic at the General Hospital, Birmingham (S. G. Barber and J. K. Cruickshank unpublished), so differences in default rates are unlikely to explain the ethnic differences found here. The frequency of clinical ischaemic heart disease does seem to be lower in West Indian diabetics, whether in Britain or Jamaica. This trend is similar to that reported in non-diabetic patients. The (WHO Study, 1979) , and was commonest in Jamaican patients whose duration of illness was longer. The less objective clinical assessment of peripheral vessel status also showed no ethnic or geographical differences. The disparity between these endpoints and coronary artery disease may be related to the more rapid whole blood fibrinolytic activity and other thrombotic precursors reported in normal black populations (Szczcklik et al., 1979) .
The outstanding feature of these results is the prevalence of casual hypertension, exceeding 40% in all groups, and reaching 74% in WI(B) women. The contribution of hypertension as a primary risk factor for outcome in diabetes has been underexplored, and no major intervention trial on treatment of high blood pressure in diabetics has been mounted. With the increased prevalence of hypertension in black diabetics, the present results suggest an urgent need for such a trial, in which outcome in black and white patients in British clinics could be compared. Differences in haemostatic variables should be investigated simultaneously, allowing further rational therapeutic trials thereafter.
